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 diacrnajsis has been ir.ade early, life ma> be prolonged for ten years.
If rejurg:ta:ion is due to atherorna. the patient is probably older, and
apart from gra\e cardiac symptoms the prognosis must be made on a
careful consideration of the state of his arteries elsewhere, especially in
the brain, and of the state of his kidnexs as well as of his heart. If
resurgitation is due to rheumatism, the prognosis is much better; some
patients may Ihe and \vork for fortv years, and perhaps the average
deration of life is o\er twenty \ears, but there are often present other
features indicating a less favourable prognosis.
From the morbid changes which underlie aortic disease it is evident
that there are two groups of patients in whom the possibility of a
rapid do\vnh511 course must be specially borne in mind. Free aortic
regurgitation. especially if s\ philitic, is associated with a high degree
of hypertroph} and dilatation of the left \entricle, and therefore sooner
or later the patient will suffer from increasing dyspnoea with the risk of
conges ;i\e heart failure or of parox\smal nocturnal dyspnoea.
The second group consists of those with anginal pain; the proximity
of the aortic \al\es to the orifices of the coronary arteries makes it easy
for the same pathological process to affect both, and therefore angina
pectori? is a common association: indeed aortic stenosis is the most
likel> finding if a young patient under thirty-five complains of true
angina.. The frequent association of aortic regurgitation and syphilitic
aorthis is another common cause of cardiac pain in these patients.
The cause of the aortic disease is therefore the most decisive factor
in the prognosis, and the three main groups must be considered
separately.
(1)—Rheumatic Group
The first question is whether there is active rheumatic carditis or
\\ hether the patient is suffering from the after-effects of such an infection
—a scarred valve with regurgitation or stenosis and a damaged myo-
cardium. Apart from pains in the joints or chorea, the heart-rate and
the temperature are the main guides, and it is often wise to have these
charted night and morning for a week or two. If the mother can be
trusted, her record is most likely to avoid the confusion with nervous
tachycardia. A single observation of a temperature of 100C R in a
nervous child at out-patients is no conclusive evidence of infection,
though it needs investigation. The sedimentation-rate or the pulse-rate
taken during sleep will often help in doubtful cases. The presence of
active rheumatism indicates the treatment, the type of valvular disease
present being for the moment of little importance.
In the absence of active rheumatism the two most important points
are to take all possible steps to prevent further recurrence and to
assess the degree of damage to the heart so as to regulate the patient's
activity in the way that will be best for his future. Taking a long view
it is nearly as important to prevent too little activity or even a prolonged
life of invalidisxn as it is to prevent the patient from doing too much.

